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valve injury and the danger of embolic effects,
etc. An irregular fever, with splenomegaly and
haematuria (often only microscopic) are us-
ually present. There may be evidence of previ-
ous valvular heart disease, and cardiac mur-
murs which, as the vegetations grow, alter from
week to week. Various clinical effects also arise
from multiple emboli, including petechial hae-
morrhages in the skin.

Diagnosis depends on the isolation of the
causal organism by blood culture. This is often
difficult, perhaps because of a high level of
serum antibody, and repeated cultures may be
necessary. In the absence of antibiotic therapy,
persistently negative blood cultures should
suggest Coxiella burneti endocarditis (see
below). The decision on when to stop searching
for bacteria and start therapy on suspicion is
often a difficult one.

Healing of the valvular lesions occurs when
the organisms are eliminated by prolonged
antibiotic therapy, The vegetations are
removed by organisation and, depending on
their size and distribution, and on the extent of
valve injury, various degrees of scarring and
distortion of the cusps result, with subsequent
danger of heart failure.

Coxiella burneti endocarditis complicating Q
fever or subclinical Coxiella infection is clini-
cally and pathologically closely similar to sub-
acute bacterial endocarditis. It should be sus-
pected when blood cultures are persistently
negative and the leucocyte count is normal.

Acute infective endocarditis

This progresses much more rapidly than sub-
acute infective endocarditis. In untreated cases,
death may occur within days from overwhelming
infection or the valve lesions may cause fatal
heart failure within a few weeks. In classical
form, it is now caused most commonly by
Staphylococcus aureus, and often arises as a
complication of an obvious septic lesion of the
skin or elsewhere. However, as explained
above, it occurs also in drug addicts and vari-
ous factors have resulted in conditions inter-
mediate between subacute and acute infective
endocarditis: in immunodepressed patients
organisms of relatively low virulence, including
fungi, can cause endocarditis of either type or
of intermediate severity. The condition may
supervene in patients already seriously ill with

septicaemia, and in well over half the fatal
cases predisposing valvular disease cannot be
detected at necropsy.

Pathological appearances. The vegetations
are large and tend to break down, and the
valve cusps may be largely covered by crumbl-
ing masses, which consist of layers of fibrin
containing clumps of bacteria, enclosed by a
zone of leukocytes, macrophages and granula-
tion tissue. The substance of the cusps may be
extensively destroyed by suppuration (Fig.
15,32): rupture, especially of an aortic cusp,
may occur, leading to severe incompetence.
Aneurysm of a cusp is common, the organisms
causing suppuration of one side of the curtain,
so that the thin tissue is stretched by the blood
pressure and forms an aneurysmal bulging. The
vegetations may spread also to the chordae ten-
dineae, which may rupture. Infection may
extend to the intima at the commencement of
the aorta and an acute mycotic aneurysm may
be formed (Fig. 15.32). The organisms may
also pass directly into the adjacent heart wall,
and lead to ulceration or to abscess formation.
The valves most often affected are those on the
left side of the heart. Involvement of the tri-
cuspid is not uncommon, but vegetations on
the pulmonary valve are rare.

The lesions are more often localised to one
part of a valve or are more irregularly disposed

Fig. 15.32 Chronic rheumatic and superimposed
acute bacterial endocarditis of aortic valve. The
vegetations are large and irregular and there is severe
damage to one of the cusps. Involvement of the root
of the aorta has resulted in an acute aneurysm. x 0-5.